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Ureterointestinal ﬁstula secondary to appendiceal abscess in an infant: A case
report and literature reviewDear Editor,
Fistula between the ureter and the gastrointestinal tract is
extremely rare. We report an infant who initially presented with
acute gastroenteritis. Eventually, a ﬁstula between the ureter and
the ascending colon was found, and it was caused by appendiceal
abscess.
A 16-month-old boy was born at full term without congenital
anomalies. He initially presented with fever and diarrhea for 2
weeks. The boy completed antibiotic treatments under the impres-
sion of acute bacterial gastroenteritis. He was referred to a tertiary
medical center for further evaluation due to a ﬁnding of right
hydronephrosis. Voiding cystourethrography revealed no evidence
of vesicoureteral reﬂux. Comprehensive renal function test
revealed obstruction in the right collecting systemwith a decreased
renal function. Computed tomography (Figure 1) showed right
lower intra-abdominal abscess, which was suspected to be appen-
diceal abscess. Intraoperative retrograde pyelography (Figure 2)
revealed ﬁlling of the contrast medium into the cecum, ascending
colon, and transverse colon. The ﬁnal diagnosis is a ureterointesti-
nal ﬁstula, likely resulting from appendicitis with local abscess for-
mation. The patient underwent segmental resection and
reanastomosis of ureter, appendectomy, resection of ileum, and
closure of colon ﬁstula. The pathological examination showed colon
morphology, which was compatible with a ﬁstula. No diarrhea
episode or febrile urinary tract infection occurred after surgery.
Fistula between the ureter and the colon was rarely reported.
Winter et al1 reported the ﬁrst large case series of ureterocolichttp://dx.doi.org/10.1016/j.urols.2016.04.001
1879-5226/Copyright © 2016, Taiwan Urological Association. Published by Elsevier Ta
creativecommons.org/licenses/by-nc-nd/4.0/).
Please cite this article in press as: Liu C-J, Cheng H-LUreterointestinal ﬁst
literature review, Urological Science (2016), http://dx.doi.org/10.1016/j.urﬁstula in 1973. Ureterointestinal ﬁstula may develop due to diver-
ticulitis, obstructive ureteral stone, iatrogenic causes, tuberculosis,
Crohn’s disease, radiation therapy consequence, upper urinary tract
malignancy, inﬂammatory bowel disease, or colon malignancy.
Symptoms of a ureterocolic ﬁstula include pneumaturia, fecaluria,
ﬂank pain, recurrent urinary tract infection, acute pyelonephritis,
diarrhea, or persistent hydronephrosis. Retrograde, antegrade, or
intravenous pyelography can delineate the relation between the co-
lon and the ureter. In comparison with the ureter, pressure in the
colon is much higher. The pressure gradient results in a unidirec-
tional ﬂow in the ﬁstula tract from the colon to the ureter.2 There-
fore, barium enema was reported to be the most useful diagnostic
investigation.3 Contrast computed tomography is also useful in
describing the anatomic structure of the urinary tract system.
In case of a ureterocolic ﬁstula, the therapeutic plan depends on
the residual renal function of the affected kidney. If the affected kid-
ney is nonfunctioning, nephrectomy, ﬁstulectomy, segmental
colonic resection, and ileostomy are recommended. If the renal
function of the affected kidney is preserved, distal ureterectomy
with ureteroureterostomy can be considered. It has also been re-
ported that adequate drainage and antibiotic therapy led to sponta-
neous closure of a ureterocolic ﬁstula secondary to calculous
pyohydroureteronephrosis.4 In our case, the treatments were
segmental ureterectomy, reanastomosis of the ureter, appendec-
tomy, and resection of the ileum. Currently, there is no consensus
for follow-up surveillance. We recommend regular assessments
with renal sonography and annual assessments with renal scintig-
raphy to estimate the residual renal function of the affected kidney.iwan LLC. This is an open access article under the CC BY-NC-ND license (http://
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Figure 2. Intraoperative retrograde pyelography revealed enhancement of the contrast
medium in both the urinary tract and the intestinal system. Right ureterocolonic ﬁstula
was highly suspected.
Figure 1. Computed tomography showed right upper to middle ureter wall thickening
and that the lower third of the ureter was buried under the right lower intra-
abdominal abscess.
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